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i:10.1016/j.ijsu.2006.09.007Abstract We present a patient with slow rupture of hydatid cyst into the peritoneal cavity,
presenting as massive abdominal distension and respiratory embarrassment. On paracentesis,
no fluid could be drained. A small lateral incision was made under local anaesthesia to drain
the ‘ascites’, but daughter cysts typical of hydatid came out. On laparotomy, there was a cyst
in the right lobe of liver which had ruptured into the peritoneal cavity leading to secondary
echinococcosis.
ª 2006 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.Case report
A 40-year-old male, known alcoholic for 10 years and with
a history of trauma 3 years ago in which he lost his left
upper limb, reported to our emergency department with
severe respiratory distress due to massive abdominal
distension.
On examination, he was tachypnoeic with a pulse rate of
90/min and BP of 120/90 mmHg. He was afebrile with no
anaemia, cyanosis or jaundice. He had bilateral pedalial address: Department of
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6 Surgical Associates Ltd. Publishoedema. Chest and cardiovascular systems were clinically
normal except for the tachypnea. The abdomen was soft,
non-tender but massively distended. The percussion note
was dull all over. The abdominal girth was 220 cm at the
umbilicus (Fig. 1).
The physicians diagnosed him as a case of chronic
liver disease with massive ascites, and decided to drain
the ‘ascitic fluid’ using a 16-gauge cannula as part of the
resuscitation. However, no fluid could be drained. The help
of the surgeons was sought, who decided to put a Foley’s
catheter into the peritoneal cavity through a small incision
in the left lateral abdominal wall under local anaesthesia.
No investigation was done as there was apprehension that
patient might go into respiratory failure. Once the incision
was made, multiple grape like structures typical of hydatid
cysts started to come out. It was then decided to take the
patient for an emergency laparotomy through a right para-
median incision. On laparotomy, a large number of cysts
were evacuated from the abdominal cavity (Fig. 2). A cavity
in the right lobe of liver which contained multiple cysts and
turbid fluid had ruptured into the peritoneal cavity overed by Elsevier Ltd. All rights reserved.
Figure 1 Preoperative photograph showingmassive abdominal
distension.
Figure 2 Multiple daughter cysts evacuated from the abdom-
inal cavity.
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men. The cysts ranged in size from 1 cm to several centi-
metres and they were collected in a 20-litre bucket. The
approximate weight of the cysts was 24 kg. The cyst cavity
of the liver was thoroughly examined for any biliary com-
munication. Peritoneal lavage with normal saline and a pro-
toscolicidal agent, betadine, was given and multiple tubal
drains were inserted. The tubal drains were removed by
the eighth postoperative day. The patient was followed
up for 6 months without any evidence of recurrence.
Discussion
Hydatid is a Greek word and means a drop of water or
a watery vesicle.3 The adult worm of the parasite lives in
the intestine of dogs and related carnivores.3 Humans
happen to be an accidental or incidental intermediate
host. Al-Hashimi studied 150 cases of hydatid cysts affect-
ing different organs, and 78 cases were hepatic.1,4 In the
liver, the parasite develops into the larval stage e the
hydatid cyst.4
Diagnosis is usually made by a combination of serologic
and radiologic investigations complemented by thorough
clinical history and examination. Presently, ELISA is the
most reliable serological test. Computed tomography is
invaluable when ultrasonography is equivocal.
Rupture of a hydatid cyst is an unusual complication.
Rupture into peritoneal cavity leading to secondary echi-
nococcosis is a difficult problem to manage and is a major
cause of morbidity and mortality in many parts of the
world.6 Rupture can occur because of trauma or relentless
expansion of the hydatid cyst causing pressure necrosis
with resulting rupture into the peritoneal cavity, the pleu-
ral cavity or the bile duct.4 Intrabiliary rupture was the
commonest complication in the study conducted by Al-
Hashimi.1 Intraperitoneal rupture is common for a cyst
reaching the anterior or inferior surface of the liver. The
scolices liberated develop into a variable number of hyda-
tid cysts in the abdominal cavity. Hydatid cysts in the supe-
rior and posterior portions of the liver can grow upwards
towards the chest eroding through the diaphragm.4 Freeintrapleural rupture of hydatid cyst is unlikely. Rupture
into the peritoneal cavity is accompanied by profound
shock with signs of diffuse peritonitis, warranting immedi-
ate management. Treatment is by peritoneal lavage, using
protoscoliciodal hypertonic saline, and management of
shock. Doganay et al. reported a case of a 12-year-old fe-
male who survived the anaphylactic shock due to spillage
of hepatic hydatid cyst fluid following trauma.2,5 Some-
times the rupture may be totally silent as in our case and
the patient presents years later with disseminated abdom-
inal hydatidoses and abdominal distension.3,7 Even in those
patients who survive, the ultimate prognosis is poor as re-
currence is unavoidable in such cases. Drug therapy using
Mebendazole, Albendazole, Praziquantel, etc., has shown
to decrease the incidence of recurrence of hydatid disease
in these patients.
Conclusion
In endemic areas, the possibility of slow rupture of hydatid
cyst into the peritoneal cavity should be considered in
patients who present with massive abdominal distension.
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